Basilar tip aneurysms account for 5% -8% of all intracranial aneurysms. They are known to rupture more frequently than aneurysms in other locations. Surgical clipping of basilar apex aneurysms however challenging; remains the treatment of choice in Ivory Coast due in part, to multiple technical barriers. A 60-year-old right-handed patient presented to our Neurosurgical Unit in February 2 nd 2013 after a sudden onset of altered consciousness. Neurological examination revealed both an upper motor neuron and meningeal syndromes with a Glasgow Coma Scale of 12. Brain NECT scan and a subsequent brain CT angiography showed a subarachnoid haemorrhage and a 3.8 mm (height) × 5.2 mm (width) basilar tip aneurysm respectively. Surgical clipping of the aneurysm was indicated but due to multiple technical barriers, surgery was delayed and the patient underwent surgery after the critical vasospasm period. The patient developed a hospital acquired pneumonia after surgery and was successfully treated with antibiotics. Since her discharge, she has been asymptomatic. We sought to report this case of a basilar apex aneurysm successfully occluded with non-ferromagnetic SUGITA clips and to share our experience of clipping these lesions through the frontotemporal approach. The patient was informed that non identifying information from the case would be submitted for publication, and she provided consent.
arteries or complex anatomy of the basilar bifurcation and their depth within an extremely narrow surgical field [3] [4] [5] . General principles governing surgical treatment of intracranial aneurysms namely proximal and distal control of feeding arteries, microdissection, meticulous saving of thalamoperforating arteries and minimal injury to complex nerve structures are difficult to achieve in the setting of posterior circulation aneurysms [6] . But endovascular treatment of these aneurysms with complex techniques, such as double balloon remodelling, Y-stent-assisted coil embolization and Waffle-cone stenting is safe; but the extent medical literature is crowded with evidence of studies showing such techniques to be associated with relatively low complete occlusion rates and high recurrences and retreatment rates [7] [8] . Despite an ever-growing number of endovascular procedures being performed, giant or wide-necked aneurysms and those which involve the posterior cerebral artery at its neck generally are not occluded with endovascular techniques but are rather clipped [9] . In Ivory Coast, any endovascular technique is not yet available. Approaches to basilar bifurcation aneurysms in most series are the subtemporal, pterional, "half-and-half" and frontotemporal routes [10]- [15] . It is widely reported that each of these approaches have advantages and disadvantages and; they are nonetheless associated with some degree of morbidity and mortality [3] [16] [17] [18] [19] . We sought to report this case of a basilar apex aneurysm successfully occluded with non-ferromagnetic SUGITA clips and to share our experience of clipping these lesions through the frontotemporal approach. In the following, we will detail our clinical case and technical nuances of our surgical approach, as well as present our clinical experience with it.
Case Report
Mrs. OG, a 60-year-old right-handed patient presented to our Neurosurgical Unit in February 2 nd 2013 after a sudden onset of altered consciousness. Her husband recalled Mrs. OG complaining of severe headaches which were associated with easy and projected vomiting before collapsing on the bed. She has not had any episode of fever nor convulsions prior to her admission. The patient has a 4-year history of a poorly treated high blood pressure and, sustained a left capsular-thalamic ischemic stroke 2 years before admission. The husband denied alcohol or tobacco use and pill medication. She is nonetheless diabetic and has reached menopause with no hormonal replacement treatment.
We examined Mrs. OG on arrival and found a patient with an altered consciousness, a Glasgow coma scale of 12; pupils were equal, normal size and reac- The second phase of the operation consisted in performing the third ventriculostomy through an opening of the lamina terminalis.
We completed our surgery by abundant rinsing with saline until satisfactory clearing of the working space. The dura was closed and suspended as was the bone flap. The skin was closed and two drains (one extradural and another subgaleal) were left in place.
The patient developed a hospital acquired pneumonia after surgery and was successfully treated with antibiotics. Following the antibiotics course, her clinical status improved significantly and was discharged 21 days after surgery with outpatient appointments for further follow-up. She was reviewed 3 and 6 months later and did not yield any clinical sign of relapse and since, she has been asymptomatic.
Discussion
Endovascular therapy has largely replaced microsurgical clipping for the treatment of basilar tip aneurysms since the dawn of the International Subarachnoid Aneurysm Trial, which associated in its findings with higher morbidity and mortality to surgical clipping of basilar bifurcation aneurysms [20] . In most modern centres, the majority of basilar apex aneurysms are treated via endovascular means, albeit with the expectation of relatively low complete occlusion rates and a higher percentage of recurrences and retreatment [21] . Microsurgery is still appropriate for aneurysms with complex neck morphologies and in young patients desiring a more durable treatment [22] .
In most series, approaches to basilar bifurcation aneurysms are via the subtemporal, pterional, "half-and-half" and frontotemporal routes [10] [34] . Our patient's lesion was 15 mm above the level of the dorsum sellae, which is a high basilar tip aneurysm; and would have benefitted from a pterional approach with orbitozygomatic osteotomy. This approach is anatomically damaging however, and we held the view that the frontotemporal perspective would be less invasive or just well suited for the lesion; and we were confident that our choice would be vindicated by the outcome, which turned out to be the case. We performed a frontotemporal approach combined with an anterior clinoidectomy. Medial retraction of the ICA was helpful indeed, in a sense that routine resection of the posterior communicating artery, presented in most series, was not necessary in our case [1] [35] . In addition to the main lesion, the patient developed hydrocephalus and given the peculiar surgical trajectory of our approach; performing a third ventriculostomy became straightforward. It is the authors' personal experience that wider dissection of the sylvian fissure provided a sufficient access to the aneurysm neck and the interpeduncular fossa.
The satisfactory view of the interpeduncular fossa through this trans-sylvian perspective, reduces subsequent traction on the temporal lobe and manipulation of the III cranial nerve [36] . The subsequent anterior clinoidectomy widened the working space, allowing sufficient mobilization of the internal carotid artery.
Such action is helpful in successfully clipping aneurysms as high as that of our patient [37] . 
Conclusion
Despite an ever-growing number of endovascular techniques, surgical clipping of basilar tip aneurysms remain the treatment of choice for giant or complex aneurysms and basilar artery bifurcation aneurysms of the youth. However complex and challenging the lateral sulcus approach may be, it is the authors' view that this approach is a valuable alternative to more traditional routes to basilar tip aneurysms. The frontotemporal approach when combined with anterior clinoidectomy is particularly useful for treating most basilar artery bifurcation aneurysms.
